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To ALL New Zealander's with Surgical Mesh
complications. OR maybe you are considering a surgery
with mesh...

Across the world people are working to raise awareness
of the life altering terrible effects that surgical mesh
complications can bring. As we speak there are
thousands of cases coming to light of people that have
had ongoing health problems since having mesh
implanted.






Rates of Surgical Injuries During Pelvic
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Major Viscus Injury
Ureter Injury
Bladder Injury
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4 cyst

1 bowel

2 ureters-kinke ed intra-op
-obstructed during mesh excision
needed reimplantation

Repeat prolapse surgery and mesh excision
difficult
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b) A minimum
(any route, with or
performed each year
c) Demonstrate experienc
vaginal repair of prolapse inclu
posterior colporrhaphy, and vaginal colp
(eg, uterosacral or sacrospinous ligament fixation), and
experience and privileges to perform intraoperative cystoscopy
to evaluate for bladder and ureteral integrity

d) Annual internal audits should be performed

e) Prior to adoption of a new transvaginal mesh technology

or device, specific knowledge of the new procedure

should be demonstrated as previously described and the
surgeon should be proctored on no fewer than 5 procedures
or as many as is necessary to demonstrate that they

can independently perform the newly adopted procedure






Instrum
Fetal macros
Prolonged second s
OP position
Episiotomy?
Increased detection=increased awareness?




Episiotomy with 3rd / 4th degree tear ==X==All 3rd / 4th degree tears —{— Episiotomy
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Fig. 1. Incidence of anal sphincter tear is presented as percentages of all vaginal
deliveries, including spontaneous and instrumental deliveries.
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“Hands on” v “hands poTsed_” delivery technique



1 34" Degree Tear
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Normal vaginal  Vaginal breech Ventouse Forceps

Mode of Delivery




forc ASIS
injury r

* informed consent?



[ 3rd/4th Degree Tear
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Ethnicity




1in 3.7 Indian women_ha\}ing forceps delivery
had OASIS recognised.









Frequency

Primiparous women CEEsarean Seclons
1975 45% 8%
1987 47% 1% e e 12%

Mean maternal age, years eanimant Bt weIghtiniaran
1975 26.4 3481 3462
1985 21.7 3499 3487
1995 29.2 29.7 28.3 28.8 1995 3473 3547 3540 3521
2005 30.7 30.0 29.7 30:3 2004 3485 3518 3533 3530
Episiotomy Macrosomia (_4000 g)
1975 _ 1975 10% a 16% 16%
1985 _ 1987 15% 20% 18% 17%
1997 1995 19% 20% 21% 19%
1999 2005 19% 18% 20% 19%
2000 Macrosomia (_4500 g)

1975 2% a 3% 3%
2005 : ° d

1987 2% 4% 3% 3%
Ventouse delivery

1995 4% 4% 4% 4%
1975 a a 3% 5%

2005 4% 3% 4% 4%
1987 a 4% 4% 6%
1997 8% 5% 6% 8%

a Information not available.

2005 8% 7% % 9%



. Types of epis

. median episiot

: modified media

. ‘J’-shaped episioto

. mediolateral episiotomy,

. lateral episiotomy,

: radical lateral (Schuchardt
Incision),
7: anterior episiotomy




— 50% reduc

e OASIS 262 vs 372 0p=0.01

— No midwife and 22% doctors — true mediolateral
Andrews. Birth 2006
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e Usual

e QObservati udies and

case control

e Suggested angle of or definition of

medio-lateral episiotomy for upcoming RCT/(kalis v et al
Classification of episiotomy .BJOG 2012)



e 10 age

e Asians

e OASIS and peri 2.5cm

associated with recurrent

2009 Dua et al Perineal length:norms in gravid women in the first stage of labour int urogynaecol J
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extende y pushing

perineum un
. Hands poised/off — hands prepared to put light

pressure on the perineum in case of rapid

expulsion but not to touch the perineum.



Tr 85.

An o
midwiv

60% respo
299 (49%) - han
Majority of midwives had_>5_years experience

Less experienced MW preferred hands off (72% vs 41%)

Higher proportion of MW in hands off group would never
do an episiotomy for indications other than fetal distress.
(37.1% vs 24.4%)



Perineal Audit 2012 - Effect of Spontaneous Vaginal

Delivery on the Perineum in Primigravidae

At CMDHB our rates of third and fourth degree tears are increasing.
This begs the question - what are the factors involved in perineal injury?

This audit will help us understand more about perineal trauma in our
population and how best we can minimise trauma to the anal sphincter
complex.

At the time of delivery - please complete an audit form for all unassisted vaginal deliveries in
primigravidae and place completed forms in the collection box. These audit forms are found
in the clinical notes. Audit runs for 3 months from January 16t to April 30t 2012

Background - We are not isolated in this. A Scandinavian review (Norway, Sweden & Denmark) documented rates of
4-5% sphincter injury. Finland however, although their rate has increased, is much lower at 1.5%. A 7-year multi-centre
interventional study in Norway had some highly significant results in decreasing their obstetric anal sphincter injury
rates from 4-5% to 1-2%. Elizabeth Hals et al. Multi-centre Interventional Program to reduce the incidence of anal sphincter tears.
Obstetrical and Gynaecological Survey. Jan 2011 (66). Page 12-13

Hands OFF

For more information please contact
Dr Louise Tomlinson (*3360)
Dr Jackie Smalldridge (*3159)

DISTRICT
HEALTH BOARD

|COUNTIES MANUKAU

A Community Partnership
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e Hands poised-11%
e Hands off-3%
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Med students=0.8%
Registrars=2.4%
SMOQO’s=1.4%



e Critici
e Ordered
better results a

rovide

e Started a national debate and initiated
National strategy to reduce the incidence of
OASIS



tears.

betw 0.5% -
4.1% in

Interventio
Norway

ospitals in

40,152 vaginal deliveries include

In the three years prior to the intervention study Norways
rates of OASIS at the four hospitals were 4.68%, 4.75%, 4.98%
and 3.68%.



1 Ed
com

2. Reintro
delivery-ha

3.Changing the position at birth to allow
perineal manoeuvres to take place

4. More liberal use of episiotomy-lateral or
mediolateral




o Hi
from

o The low he end of
the interven : .3%. These
two hospitals with an unchanged episiotomy
rate.



Obstetric anal sphincter injuries

Obstetric anal sphincter injuries

per 100 non-instrumental

per 100 instrumental

Lillehammer
Stavanger
Tromsoe
Alesund
Total

vaginal births (%)

(0]
Years before or after intervention

Lillehammer
Stavanger
Tromse
Alesund
Total

vaginal births (%)

Years before or after intervention




Dr

No c ies in
study p

Increase in t to 25-30%

from 10%)

Conclusion-Changing practices around SVD can
reduce OASIS rates significantly

What can you do at ADHB?
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